individually unique and requiring vigilance for the few cases that may represent a more serious problem.
The main role of a physician is to attend the patient. Usually this means mediating between the generalizations of published research and the specific circumstances and wishes of the individual. The clinician's challenge is to keep up with the literature, discern the relevant aspects of the patient's story, and propose a plan that aligns them as effectively as the available knowledge and resources permit, all the while recognizing when to respectfully question the literature, the story, or-when costs come into conflict with clinical benefit-the available resources.
I feel fortunate to have recently been reappointed to the medical staff of the public hospital where I trained in primary care and where I have seen patients and taught over many years. About once a week, I work as preceptor-a teaching and supervisory role-for resident physicians as they see patients in the outpatient clinic. Residents who have not yet attained licensure present their findings and we go to see the patient together. More advanced trainees present the finer points of their assessments and plans. For patients facing more complex situations, we take more time to discuss options for diagnosis and treatment. Mostly, we talk about evidence in the context of individual patients' lives, conversations that soon alleviated the concerns I had of impending irrelevance. Which of several guidelines for blood pressure management should we apply? Under what circumstances would we prescribe both aspirin and an anticoagulant together? What about a high-dose opioid analgesic at the request of a new patient with no medical records? Which, if any, antibiotic is appropriate for a homebound patient with recurrent urinary tract infections who declines to be transported for an imaging study?
Over and over, evidence derived from carefully reviewed journal articles-the more openly available, the better-comes under the lens of each patient's story, by contrast confidential and unique. This application of public, objective knowledge within the parameters of private, individual lives makes medicine a peculiar calling, neither art nor science exactly. During clinic, of course, we have little time to reflect on the quantitative roots and qualitative outcomes of our work; the schedule is busy. We do our best to identify the relevant evidence and work out a plan that makes practical sense for each patient. The role of occasional preceptor is not that of primary care physician-seeing patients in continuity over a long time-but this role does renew a sense of my experience, and my journal work, as relevant. Thus refreshed, I try to figure out why the electronic prescriptions I transmitted have twice failed to reach the patient's pharmacy.
The future may not be what it was, but the need remains for sound evidence to support clinical practice. Continuing their involvement in the care of patients is an excellent idea for physicians who become journal editors, not only to apply their clinical training but also to promote mutual understanding between two distinct but interdependent professions. Clinic administrators and publishers of clinical journals should encourage such involvement to maintain the vital connection between "the literature" and the realities of medical practice, which should always inform an editor's perspective on what is relevant.
